MISSOURI DIVISION OF HEALTH -~ STANDARD CERTIFICATE OF DEATH 363—92‘?637

DEPARTMENY OF PUBLIC HEALTH AND WELFAR
3 f f_y STATE FILE NUMBER
DO NOT WRITE AMENDED Registration District No. oo 2L Primary Registration District No. 2. { Reglstrar's No. —.____ Y

ON THIS STUB EL LI AG 2 —186%
"1, PLACE OF DEATH P 2, USUAL RESIDENCE (W‘hera deceased lived. If instirution: Residerce before

a. COUNTY a. STATE Y b. COUNTY admi
Clay Missouri Clay mission)
b. CIT‘( (If outzide corporate limits, give TOWNSHIP only) Length of stay in 1b c. CITY Insida Limits

G R.R.#1 Excelsior Spry4 50 yrs. rown R.R.#1 Excelsior Spry =D tex'

€. FULL NAME OF {If NOT in hoiplial, give Jocation Ingide Limit . STREET i i i i
o { Pl ] ) d :Dﬁtiss (If cutiide, giva location) Reside on Farm

INSTTUTION - 1 1 Jf] Excelsior Spri'=0 NeQ Rural Route vaa Bf No O
3. NAME OF DECEASED First Middle Last 4. DATE Maonth Day Year

(Type or print) OF
Della Gertruds HART vea  July 20 19613
5. SEX 4. COLOR OR RACE 7. Marvied BI  Never Married [ [8. DATE OF BIRTH | 9- AGE {las! birthday) | IF UNDER | YEAR IF UNDER 24 HR

Fem.a le \"'lhi te Widowed [ Divorced [J 6_ 5-1891 72 ”“‘i'h‘ fg‘ Houn | Min.

10a. USUAL OCCUPATION (Give kind of work done { 10b. KIND COF BUSINESS QR (NDUSTRY| 11. BIRTHPLACE (City ond state or country) | 12, CITIZEN OF WHAT COUNTRY

during most_of working lite, even if retir
HouSaw fa e Paris, Ky. USA

VS 300
Rev. 4/59

V6 009

é& co

DATE AMENDED

13a. FATHER'S NAME 13b. MOTHER’S MAIDEN NAME - 14. NAME OF RUSBAND OR WIFE

Ben. O Dincler Alceona _ Burt James ¥, Hart
15, WAS DECEASED EVER IN L.5. ARMED FORCES? 16. SOCIAL SECURITY NO. 17. INFORMANT Addres
{Yes, no, or unknown]l {If you, give wﬂ ar dates of terv]

Mrs., Don Miller R.R.#1 1?‘}:c. Sor.

18. CAUSE OF DEATH (Enter only one cause per line orwrrem—re—tar !VAL E EEN
PART I. DEATH WAS CAUSED BY: - ET
. -

IMMEDIATE CAUSE (2) : |:
Condition, if any,]  DUE TO (b) M

which gave rise m]

DOCUMENT

above cavie (a),
stating the under-
tying causa last DUE TO (€}

PART II. ER SIGNIFICANT CONDITIONS CONIRIBU"NG TH but nor relered the terminsl PART M. I  dece was  female  wa
ase condition given in PART | (8} » there a pregnancy in laat S0 deyn

| 0 Yes Ix] No I O Unknown
16, WAS AUTOPSY | 20a. ACCIDENT I 5. DESCRIBE HOW TNJURY GCCURRED. (Enter nature of injury in PART | or PART 11 of item 18.)
a O

Month, Day, Yaar 1

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

20d. INJURY OCCURRED T 30e. PLACE OF INJURY {8.9., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY ETATE
WHILE AT WORK [ farm, factary, stresat, office bidg., ete.)
NOT WHILE AT WORK [J .

her . -— — 6
21. 1 ananded the deceased fro ¢ - = ? nd last saw iy, alive °n—L‘—7¢ 3

#ﬂl on the date stated above, and ta the bert o ledge, from the causes stated.
[Degree or title} = 227 RESS, 22c. DATE SI
2 (13
A &>
23c. NAME OF CEMETERY FI}E@A . ity, A [S1nte)

Camatary Excelsior Springs MD.
35 MASON ¢ 25. DATE RECD. BY LOCAL REG. | 26,/REGISTRAR'S SIGNATURE"

USE BLACK INK

SHOULD READ

TYPEWRITER RIBBON

a
24. FUNERAL DIRECTOR

C.Virglil Hope 216 Suring St ,Ex.Sngs. L Ao-6 32

{Licensed Embalmer‘s Statement on Reverse Side)

BY AFFIDAVIT OF

ITEM NO.




LI

STATEMENT BY LICENSED EMBALMER

N -

| heréby certify that the body whose: fiame is recorded on the reverse side of this certificate was embalmed by me,

or by : ' Student Embalmer No.

.

working under my personal supervision.

Student

Signature of Student Embalmer

- Licensed EmBaIr';er No. 39 50

P. O. Address EIQB_]_SLOI‘_S.DJ:J..D.' nri gS-

* .
T . * -

Nofe: The above MUST BE, SIGNED BY THE LICENSED EMBALMER in h|s OWN HANDWRITING (Failure_ to comply
with.the above constitutes grounds for revocaiion of Ilcense) N :
- . If embalmed by 8 STUDENT, he also shall sign in his OWHN handwrmng

If this body is not embalmed, fact should be so siated above.

!




